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Abstract
Objective: This commentary discusses the evolving sociocultural roles and sociocultural
authority of chiropractic.
Discussion: Thecomplexinterconnectivityofthebiological,psychological,andsocialaspectsof
our individual and collective well-being has occupied centuries of “nature versus nurture”
philosophicaldebate,creativeart,andscientificwork.Whathasemergedisabetterunderstanding
of how our human development is affected by the circumstances of what we are born with (ie,
nature) and how we are shaped by the circumstances that we are born into (ie, nurture).
Conclusion: In the new millennium, a cumulative challenge to the emerging integrative
biopsychosocialhealthcaredisciplinesisoneofreconciling“circumstanceversuschoice”;thatis,
advancing individually and collectively the fullest actualization of human potential through the
philosophy, art, and science of autonomy and empowerment.
© 2009 National University of Health Sciences.
Introduction
In this commentary, I present information and
encourage further inquiry and dialogue regarding the
separate but related concepts of sociocultural roles and
sociocultural authority of chiropractic. Perhaps most
importantly, I suggest that our fundamental underlying
assumptions about the notion of “sociocultural author-
ity” may warrant careful studied consideration. Rather
than conceive superficially that sociocultural authority
is solely a macro-level collective characteristic attrib-
uted to an entire profession, it may be more helpful and
accurate to consider the concept of sociocultural
authority as being multidimensional and multilevel.
Sociocultural authority and sociocultural roles are
neither predetermined nor static, but include dynamic
micro-level processes of malleable factors such as
shifting perceptions and evolving relationships be-
tween individuals, as well as macro-level interactions
between collective entities.
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understanding and appreciating the full diversity of
chiropracticpatientsandtheirbiological,psychological,
and sociocultural needs and circumstances. We need to
stay mindful that successful development of a compre-
hensive biopsychosocial approach toward actualizing
the full potential for chiropractic health care provision
and integrative health care delivery should explicitly
recognize the priority and value of individual prefer-
ences and choice in matters of health and health care.
Framing the discussion
I borrow loosely from the academic traditions of
sociology and anthropology to provide a general
orienting framework for the following discussion. From
the general perspective of structural functionalism in
sociology, the chiropractor-patient relationship can be
viewed as an interaction between autonomous indivi-
duals while explicitly recognizing the importance of
contextual factors such as physical or social constraints
that mayalso influence theactions of the individuals and
the interactions between them. Multiple interactions and
repeated behaviors may create normative social “roles”
for each of the participants in such interactions, as their
respective expectations become more entrenched or
institutionalized over time. Roles are malleable, that is,
autonomous individuals in new interactions with chang-
ing situations may adapt through processes such as “role
bargaining,” thereby establishing new roles and new
norms that may, in turn, initiate or guide further action.
Roles and collectivities of roles (ie, roles that comple-
menteach other in fulfilling functions for society) canbe
considered “structural” in the sense that they may
manifest as institutions or social structures, such as
social arrangements with proscribed economic or legal
parameters. Individual and collective roles can be
considered“functional”inrelationtooperativeprocesses
such as social change. That is, individuals and collective
entities may develop new values that legitimate a greater
range of activities as a new social order, thereby creating
new functional alternatives to the institutions and
structures currently fulfilling the functions of society.
Sociocultural anthropology, drawing from the com-
bined historical traditions of cultural anthropology's
focus on symbols and values and social anthropology's
focus on social groups and institutions, generally
promotes the idea of “cultural relativism” (ie, the
view that one can only understand another person's
beliefs and behaviors in the context of the culture in
which he or she lived or lives). Emerging anthropo-
logical methods such as multisited ethnography
introduce interdisciplinary approaches to fieldwork by
incorporating methods from cultural studies, media
studies, science and technology studies, and others.
Tracking subjects across spatial and temporal bound-
aries, such research combines a focus on the local with
an effort to grasp larger political, economic, and
cultural frameworks that impact local lived realities in
order to gain greater insights by examining the impact
of higher-order “systems” on local communities,
specific populations, or individuals. Such qualitative,
encompassing, exploratory approaches have obvious
potential utility for illuminating complex, multidimen-
sional, multilevel notions such as dynamic sociocul-
tural roles of chiropractors or the evolving sociocultural
authority of the chiropractic profession.
Sociocultural roles
Sociocultural roles are multidimensional, even
within a presumably narrow context such as health
care provision. For instance, the disciplinary roles of
most health care professionals are typically developed
in disciplinary isolation during their pregraduate
education and training, such that nurses in nursing
school are educated separately from medical physicians
in medical school. Without adequate preparation, new
clinical practitioners “may transition to the workplace
unprepared for collaboration at a time when chronic
illnesses require the concerted effort of coordinated,
fully cooperative health care teams”.1
Innovations such as interdisciplinary clinical train-
ing programs encourage clinical trainees to explore the
terrain of adapting their singular disciplinary roles to fit
the actual exigencies of clinical practice; for example,
their clinical roles. In other words, disciplinary roles
and clinical roles are 2 distinct, though related,
concepts. The necessary transition and negotiation
between singular disciplinary role and interdisciplinary
clinical role may require a substantial commitment,
willingness, and ability to explore issues of role if
potential clinical collaborations are to be effective,
mutually satisfying, and actualized.1,2
Disciplinary roles may be considered structural in the
sense that they are largely shaped during standardized
credentialing processes, such as disciplinary-specific
education in accredited health professions institutions
thatprepareandqualifytheindividualtomeetproscribed
legal requirements to obtain professional licensure and
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continuing education). Clinical roles, however, are
functional, and as “form follows function,” so too may
new clinical roles both shape, and be shaped by, the
specific environment in which the clinician practices.
That is, mutual acculturation, or role bargaining, of all
parties can occur, be they clinicians from different
disciplines, clinical staff or administrators, or patients.
The social ecology or context in which contemporary
chiropractors practice varies greatly, and that variation is
growing ever greater over time.
The historical norm of solo practice for chiropractors
becomes ever less typical, as newly graduating
chiropractors increasingly seek out group or multidis-
ciplinary practices, and as the increasing integration of
chiropractic into new clinical domains opens new
opportunities for chiropractors to practice in interdis-
ciplinary clinical practice environments, such as in
Veterans Administration (VA) or other health delivery
systems. It is reasonable to posit that singular factors
such as patient attributes (eg, values, preferences),
provider attributes (eg, additional clinical expertise
beyond their basic disciplinary training), and higher-
order relational factors such as those that may manifest
within a patient-provider relationship (eg, trust) may
also vary as the social ecology or context surrounding
that relationship varies. For example, the nature of
patient-provider relationships within a context of
enclosed health care systems such as VA3 or closed-
panel managed care arrangements may differ markedly
from those that occur within differing contexts such as
open insurance plans or self-pay arrangements.
Such a broad range of unknown potential factors are
perhaps most appropriately and comprehensively
explored using both qualitative4 and quantitative
approaches, at varying levels of analyses from macro-
level to micro-level. Quantitatively, units of analysis
operationalized as variables describing ecological
context as well as both collective and individual
attributes might be best measured along a continuum
to better capture and measure the distribution of
variation and to better ascertain potential sources of
that variation. Useful conceptual frameworks for
theoretically grounding such inquiry may be found in
multilevel, multidimensional sociological study of the
behavior of collectivities. For instance, it is useful to
examine collectivities with multidimensional aspects,
such as health care delivery organizations, as rational,
natural, and open systems.5 As rational systems,
collectivities are oriented to the pursuit of specific
goals and exhibit highly formalized social structures.
As natural systems, the participants share a common
interest in the survival of the collective system and
thereby engage in informally structured collective
activities to secure that end. As open systems,
coalitions of shifting interest groups develop goals by
negotiation, and the structure, activities, and outcomes
of the coalition are strongly influenced by factors
external to the coalition (ie, its environment).
The chiropractor-patient relationship
The nature of any interpersonal relationship may be
characterizedalonganumberofdimensions,suchasthe
level of familiarity, trust, or mutual respect, reflected
within that relationship. The characteristics of a
relationship, in turn, may also be contingent on certain
specific attributes of the individuals in that relationship,
in this case attributes of the individual patient and the
individual health care provider. Important dimensions
of sociocultural roles, then, may also vary along a
dynamic and complex set of singular factors such as
patient attributes (eg, individual patient expectations
about their health or patient preferences about their
health care options), provider attributes (eg, the health
care expertise or cultural competence of a particular
chiropractor),andhigher-orderrelationalfactorssuchas
those that may manifest within a patient-provider
relationship (eg, trust, respect).
Far from being static and constant, doctor of
chiropractic and patient factors are more likely to be
malleable and dynamic, with significant potential for
change, particularly over the course of a sustained
long-term chiropractor-patient relationship. For in-
stance, a companion report6 in this Journal describes
evidence of noteworthy variation in how individual
chiropractors perceive their professional identity as
being akin to that of a “specialist” or as a “generalist”
in their chiropractic clinical practice; with some
indication as well that the perceptions of chiropractors
or their chiropractic patients may change over time.
Chiropractors believed that their established patients,
more so than their new patients, were likely to view the
chiropractor as both “specialist” and “generalist,”
suggesting that the nature of certain chiropractor-
patient relationships may evolve profoundly over time,
as patients transition from new to established patients
within the chiropractic practice. The sociocultural
authority embedded within sociocultural roles, then,
may also evolve profoundly over time, perhaps as a
function of shifting patient expectations or preferences.
Or, patient-specific factors, provider-specific factors,
28 M. Smithor higher-order relational factors may change or evolve
over time, for other reasons altogether.
As mentioned in an earlier study,7 local health care
system conditions may differ by locale and therefore
introduce variation in the nature of the sociocultural
authority experienced by doctors of chiropractic (DCs)
practicing in different areas. For instance, chiropractic
patients in medically underserved areas may be more
likely to use the chiropractor as a first point of contact
with the health care system8,9 or chiropractic patients in
rural areas may be more likely to seek care for
nonmusculoskeletal health problems from their chiro-
practor.10,11 Similarly, the nature of the cultural/social
congruence between DCs and their respective patient or
market populations may also differ somewhat by
locale, for instance rural versus urban, introducing
another potential source of variation in the range of
sociocultural roles and sociocultural authority experi-
enced by individual chiropractors.
Sociocultural authority
The notion of “trust” is closely intertwined with
notions of sociocultural authority and professional
legitimacy on a number of levels, ranging from the
immediate intimacy of the individual patient-provider
relationship to that of macro-level interactions between
collective entities. Interestingly, these multiple perspec-
tives do not always fully align, nor do they necessarily
need to align. For instance, an extensive review of
“point-in-time”datafrommultiplecross-sectionalpublic
opinionsurveysfoundthateventhoughmanyAmericans
may not trust the medical profession as a whole, they do
trust their own medical doctor.12 Similarly, a separate
analysis of time-series survey data from Gallup, Harris,
and National Opinion Research Corporation (NORC)
pollsdocumentedawaningofpublicconfidenceinmany
Americansocial institutionsoverthepast30years,anda
particularly noteworthy decline wherein “...A m e r i c a n
medicine went from being perhaps the most trusted to
being one ofthe least trusted social institutions . . .,”13 as
graphically represented in Figs 1 and 2.B o t ht h e
American general public (Fig 1) and policymakers, or
“policy elites” (Fig 2), evidenced this “loss of faith” and
now question the presumed authority of the medical
profession to advise on matters of health policy, but for
different reasons. Historically, the authority of the
professions has been legitimized by a sociocultural
presumption that professionals are motivated by an
altruistic orientation and value neutrality and therefore
will subordinate their own self-interest and normative
judgments to act as trusted agents on behalf of their
clients. Though both the general public and policy-
makers now explicitly question this historic implicit
presumption that physicians can always and fully be
entrusted to serve as reliable agents, they apparently do
so on different grounds. Policymakers express concerns
that physicians who exhibit an unwillingness to care for
the poor are failing in their roles as societal agents, that
health policy should be less influenced by medical
doctors (MDs), and that matters of health care are
Fig 1. Loss of public faith in the authority of the medical
profession. These survey results show the percentage of the
Americanpublicexpressingconfidenceinmedicalleaders.For
the Harris and NORC results, confidence is the percent
responding “a great deal”; for the Gallup results, it is “ag r e a t
deal” and “quite a lot.” Black line, NORC; dark gray line,
Harris;lightgrayline,Gallup.(Source:Figureandlegendfrom
M.Schlesinger,“Alossoffaith:thesourcesofreducedpolitical
legitimacyfortheAmericanmedicalprofession.”TheMilbank
Quarterly, Vol. 80, No. 2, 2002. Reprinted with permission.)
Fig 2. Loss of elite faith in the authority of the medical
profession.Faithismeasuredbytheprevalenceofprofessional
service frames in congressional hearings. Light gray line,
number of references; dark gray line, proportion of all
legitimizing frames. (Source: Figure and legend from M.
Schlesinger, “A loss of faith: the sources of reduced political
legitimacyfortheAmericanmedicalprofession.”TheMilbank
Quarterly, Vol. 80, No. 2, 2002. Reprinted with permission.)
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concerns expressed by the general public are that the
needs of patients are being subordinated to cost-
containment, and that MDs have become too monetarily
motivatedortooself-interestedinthehealthcaresystem.
Compared with policymakers, the general public also
expresses a much higher level of support for the
importance of individual choice in health care decisions.
The focus of policymakers, then, is on aspects of “social
trust” such as the presumptive responsibilities of health
professions to society (ie, the collectivities of sociocul-
tural roles and authority). The typical individual of the
general public, however, opines the importance of
“personaltrust” in the more immediate patient-physician
relationships and in legitimizing the individual sociocul-
turalroleandauthorityofphysicians(ie,thepresumption
that the physician should, first and foremost, serve to
protect the interests of their patients and to also promote
the role of the patient to share in the responsibility for
both clinical and fiscal decisions in their health care).
At this early stage of socioanthropological inquiry, it
would be premature conjecture, and an inaccurate
oversimplification, to presume that any profession in
entirety may be labeled as either possessing, or not
possessing, cultural authority along a given dimension.
Rather, as illustrated by the few examples above, the
multilevel multidimensional complexity of sociocul-
tural roles, sociocultural authority, and professional
legitimacy is evident. Equally complex is the concep-
tualization and measurement of patient trust of health
care providers, health care professions, health insurers,
and health care systems.14-18 It is important to
appreciate the centrality of patient trust to this line of
scientific inquiry and to the continuing open dialogue
on this topic within the chiropractic profession. We
know from empirical data14-18 that patients who have
their choice of physician and who have a longer
relationship with the physician are more likely to trust
their physician. The trust of patients in their physicians
is one of the strongest predictors of patient satisfaction
with their care, and patients who trust their physicians
are more likely to adhere to recommendations for their
treatment. Further inquiry examining the nature of
sustained long-term chiropractor-patient relationships
may also inform, and be informed by, the increasingly
important scientific evidence base on patient trust.
Conclusion
This commentary offers the speculative premise that
sociocultural roles and sociocultural authority of
chiropractic health care providers are more truly
conceived not solely as a static, dichotomous, macro-
level, collective attribute of an entire profession, but
rather asmalleableand dynamic,multidimensional,and
multilevel. Also requisite to gaining a better under-
standing of sociocultural roles and sociocultural author-
ity of the chiropractic profession is a fuller appreciation
for the duality of impulses toward heterogeneity and
homogeneity. The impulse toward homogeneity can be
witnessed in collective actions such as standardization
of disciplinary structures and processes, such as the
“rational” pursuit of specific goals for the profession
(top-down, inside-out). The history of evolution also
teaches us the inherent advantages of heterogeneity,
recognizing that a profession also exists as a “natural”
and “open” collectivity, hopefully capable of flexible
and nimble response to environmental challenges as
they arise (bottom-up, outside-in).
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